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Despite having the high rate of stillbirth in most of the countries of South Asia, there is a lack
of synthesized evidence based on factors associated with stillbirth. This study systematically
synthesizes the evidence on factors associated with stillbirth in the four selected countries
of South Asia.
Methods
This review was conducted using Preferred Reporting Items for Systematic reviews and
Meta-Analyses (PRISMA) guidelines. Studies that examined factors associated with still-
birth in South Asia were searched using five major electronic search databases including
MEDLINE, CINAHL, Embase, PsycINFO, and Scopus, published between January 2000
and December 2019. In the meta-analysis, significant heterogeneity was detected among
studies (I2 >50%), and hence a random effect model was used.
Results
A total of 20 studies met the inclusion criteria. The pooled rate of stillbirth from the studies in
Bangladesh, India, Nepal, and Pakistan was 25.15 per 1000 births. Pregnancy complica-
tions, maternal health conditions, fetal complications, lack of antenatal care, and lower
Socio Economic Status (SES) were the most common factors associated with stillbirth in
countries of South Asia.
Conclusion
This study confirmed that stillbirth in selected countries of South Asia remains high. To
reduce stillbirth, a greater focus needs to be on timely management of preterm labor, mater-
nal hypertension, and provision of financial support for quality antenatal and delivery care.
The interventions should be targeted for women living in remote areas, who are less edu-
cated and those with low SES.
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Introduction
For a global comparison, stillbirth (antepartum and intrapartum) is defined as a death of a
fetus� 28 weeks of gestation [1]. Annually, stillbirth is estimated to occur in 2.6 million preg-
nancies worldwide [2, 3]; and of these, 98% are reported from low-middle income countries
with prematurity, intrapartum complications and infections being the leading causes of these
untimely deaths [4, 5]. About 1.4 million stillbirths occur during labor and birth [4] which could
be easily prevented; but due to poor infrastructure, lack of qualified health care providers, and
poor quality of antenatal, delivery and postnatal care, this has not been possible in low resource
settings [6, 7]. In most developing countries, in the absence of cost-recovery mechanisms, still-
birth is a significant health and economic loss, largely due to direct healthcare costs incurred
during medical investigations; long-term mental health impacts on grieving parents; and adverse
health consequences on surviving siblings [8–11]. In order to address a wide-range of negative
health outcomes and economic consequences, the 67th World Health Assembly in 2014
endorsed the World Health Organisation (WHO) Global Action Plan for preventing stillbirth
[1]; and stillbirth has become a visible maternal and child health agenda in the era of Sustainable
Development Goal (SDG) [12]. To prevent stillbirth, this Global Action plan has recommended
cost effective intervention packages in the continuum of care from antenatal identification and
subsequent management of pregnancy complications to skilled birth attendants [1]. In addition,
this action plan has emphasized the need for high quality research to prioritize intervention
packages [1]. Despite these global developments, stillbirth remains a neglected issue, does not
feature explicitly in policies and programs and is under-financed [3, 13].
Asia is home for over half of the estimated global stillborn babies; and the burden of still-
birth is inequitably distributed across Asia: the reported rate is as high as 26 per 1000 births in
South Asia, and as low as 7 per 1000 births in East Asia [4]. Hence, to capitalize global and
regional Every New-born Action Plan targets�12 stillbirths per 1000 births by the year 2030
[1], it is imperative to close this gap that requires prioritizing WHO recommended cost-effec-
tive intervention for populations with higher risk of stillbirth. It has been suggested that identi-
fication of intervention priorities from individual published studies is problematic [14]; and
hence, a systematic synthesis of evidence-based published studies across countries of South
Asia would contribute to identify priority population for effective regional interventions.
A systematic review on factors associated with stillbirth in low and middle income coun-
tries published in 2013 by Aminu and colleagues [15] included 4 out of 8 South Asian coun-
tries and provides valuable information on factors associated with stillbirth. However, since
2013 there have not been any reviews in this topic, despite substantial public health research
carried out to examine factors associated with stillbirth across South Asia. Hence, this study
aimed to synthesize the latest literature on stillbirth, conduct comparative analysis of rates and
factors associated with stillbirth across South Asian region, and provide an updated evidence-
base in key areas that require special attention for public health interventions.
Methods
Outcome measure
The primary outcome measure of this study was stillbirth, defined as a death of a fetus� 28
weeks of gestation [1].
Search strategy
The reporting of this study was conducted according to the Preferred Reporting Items for Sys-
tematic reviews and Meta- Analyses (PRISMA) guidelines [16]. Literature search was
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performed using five electronic databases (MEDLINE, Embase, CINAHL, PsycINFO, and Sco-
pus). The lead author (SP) conducted the initial database search on 2 January 2020. Keywords
and relevant MeSH headings were used to identify records for each of the three main concepts
(stillbirth, risk factors, and South Asian countries); and the records obtained for each key con-
cepts were combined using Boolean operators as shown in S1 Table.
All the records retrieved from the five databases were then imported into an EndNote library
for screening. A detailed search strategy used in MEDLINE has been presented in S1 Table.
Inclusion and exclusion criteria
The eligibility of retrieved studies was assessed based on a set of five inclusion and exclusion
criteria. Studies were included if they were based on stillbirth and assessed at least one of the
factors associated with stillbirth; were conducted in countries in South Asia (Nepal, Bhutan,
India, Maldives, Bangladesh, Sri lanka, Pakistan, Afghanistan); were written in English lan-
guage; were published in peer-reviewed journals; and were published between January 2000
and December 2019. The reason of choosing January 2000 is to understand factors associated
with stillbirth after the endorsement of millennium development goals so that the findings
from this study would shed light for the implementation of sustainable development goals
strategy to achieve Every Newborn Action Plan target of 12 or fewer stillbirth per 1000 births
by the year 2030. The inclusion and exclusion criteria as well as data extraction categories were
further discussed and decided in consultation with other authors (PG and NU).
Data extraction
During the data extraction process, the first author (SP) initially imported all the identified
articles into an EndNote library and removed the duplicate records. SP then screened the rec-
ords based on reading titles and abstracts of the retrieved articles. In the final screening phase,
full texts of retrieved articles were identified using various electronic search engines (electronic
databases, google, google scholar). While applying inclusion and exclusion criteria, articles
that met inclusion criteria were retained for this review. Data extraction and appraisals of each
retained study were independently reviewed by SP and PRG; and any disagreements between
the two reviewers were resolved through consensus and further consultation with other
authors (NU and LR). To retrieve all the relevant articles, we performed a search of the bib-
liographical references of all articles that met inclusion criteria followed by citation tracking
with Google Scholar.
Data analysis
The rate of stillbirth was extracted from each of the 18 observational studies included in this
review. Two studies were excluded in the meta-analysis because of lack of information to com-
pute stillbirth rate [17, 18]. The syntax “metaprop” in Stata version 14.0 (StataCorp, College
Station, TX, USA) was used to generate forest plots. Each forest plot showed the rate of still-
birth reported in 18 reviewed studies and their corresponding weights, as well as the pooled
rate across studies and its corresponding 95% Confidence Intervals (Cl). A test of heterogene-
ity of the data obtained for the different studies showed a high level of inconsistency (I2 >
50%) across studies, thereby warranting the use of a random effect model in the meta-analysis.
Results
After applying inclusion and exclusion criteria on 3464 records, a total of 20 studies met the
inclusion criteria for this review (Fig 1).
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Characteristics of reviewed studies
Of the 20 studies, five were cohort [19–23], eight were cross-sectional [24–31], and seven were
case-control studies [17, 18, 32–36] (S2 Table). Seven studies were conducted in Bangladesh;
six studies were conducted in India; three studies were conducted in Nepal; and four studies
were conducted in Pakistan. This review did not find studies from Afghanistan, Bhutan, Mal-
dives and Sri Lanka. The sample population in selected studies ranged from 362 to 1,88,917.
Stillbirth rate
The pooled stillbirth rate obtained from 18 reviewed studies was 25.15 [95% CI: 21.75, 28.55]
per 1000 births (Fig 2).
Factors associated with stillbirth
Six studies examined the association between prematurity and stillbirth; of which, four case
control studies conducted in India [17, 35], Bangladesh [36], and Nepal [33]; and two cross-
Fig 1. Inclusion and exclusion of studies for review.
https://doi.org/10.1371/journal.pone.0238938.g001
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sectional studies conducted in India [26], and Pakistan [29] found a significant association
between premature labour and stillbirth (Table 1). Maternal hypertensive disorder during
pregnancy was associated with stillbirth in India [17, 18], Pakistan [29], Nepal [32], and Ban-
gladesh [25].
Complications such as antepartum haemorrhage in Bangladesh [20, 25], India [26], and
Nepal [33]; and intrapartum haemorrhage in Bangladesh [22], and India [26] were also found
to be associated with stillbirth. Maternal anaemia was reported to be associated with stillbirth
in two studies conducted in Pakistan [21, 22]. A study conducted in India also found a signifi-
cant association between the sickle cell disease and stillbirth.[30]. Stillbirth was also associated
with prolonged labour or failure to progress in labour in Bangladesh [36], and induced labour
and present of green or light brown liquor discharge during pregnancy in Chandigarh, India
[35]. Complications during labor and its association have been documented in several studies
[17, 18, 26, 29]. For example, convulsions, excessive bleeding, fever, high or low blood pres-
sure, obstructed labor, excessive perspiration, blurring vision, and kidney failure in India [26];
and obstructed labor, abruptio placentae, placenta previa, cord prolapse, gestational diabetes,
ruptured uterus in Pakistan [29] were also found to be associated with higher stillbirth. Labor
and delivery characteristics including foul- smelling amniotic fluid, cloudy or meconium-
stained fluid were identified as associated factors for stillbirth in Pakistan [22]. Prolonged
Fig 2. Stillbirth rate per 1000 births obtained from reviewed studies in South Asia.
https://doi.org/10.1371/journal.pone.0238938.g002
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Table 1. Factors associated with stillbirth obtained from reviewed studies by selected countries in South Asia.
Bangladesh OR/
RR
95% CI Nepal OR/
RR
95% CI
Polluting fuels (Ref: Clean fuels) 1.25 (0.85, 1.84) Maternal age�25years (Ref: <18 years) 1.77 (1.12, 2.82)
Maternal age (20–29 years) (Ref: 19 years or below) 0.64 (0.53, 0.78) Mothers who lived in mountains or hills (Ref: Terai) 1.71 (1.1, 2.66)
Higher birth order: 2+ children (Ref: 1) 2.10 (1.73, 2.54) Mothers whose religion was Hindu, Muslim, Christian and
others (Ref: Buddhist)
1.38 (1.02, 1.87)
Higher birth order: 3+ children (Ref: 1) 4.57 (3.52, 5.92) Mothers who had no schooling or primary level of
education (Ref: Secondary or higher)
1.72 (1.1, 2.97)




Mothers whose major occupation is agriculture (Ref: Not
working)
1.80 (1.16, 2.78)
Pregnancy induced hypertension 1.80 (1.30, 2.50) Open defecation (Ref: Improved sanitation) 1.48 (1.00, 2.18)
Maternal education (Secondary and higher) (Ref: No
schooling)
0.59 (0.43, 0.82) Father with no schooling (Ref: Secondary or higher) 1.71 (1.10, 2.64)
Maternal education (Primary) (Ref: No schooling) 0.66 (0.55, 0.80) Poor wealth quintile (Ref: Non-poor) 1.80 (1.10, 3.40)
Mothers with more than 2 children (Ref: 1 child) 0.56 (0.46, 0.69) Lower maternal education (Ref: Secondary or more) 3.20 (1.80, 5.50)
Mothers with more than 3 children (Ref: 1 child) 0.49 (0.39, 0.63) Lack of antenatal care visit (Ref: At least 1 visit) 4.80 (3.20, 7.20)
Mothers with more than 4 children (Ref: 1 child) 0.53 (0.43, 0.66) Antenatal haemorrhage 2.10 (1.10, 4.20)
Poor household (Ref: Rich household) 1.47 (1.13, 1.90) Multiple birth 3.00 (1.90, 5.40)
Mothers who had no access to newspaper (Ref: Access to
newspaper)
1.34 (1.02, 1.76) Obstetric complication during labour 4.50 (2.90, 6.90)
Mothers with 3 or more under five children (Ref: 1–2 under
five children)
0.70 (0.63, 0.88) Lack of fetal heart rate monitoring per protocol 1.90 (1.50, 2.40)
Obesity (Ref: Normal weight) 3.20 (0.77,
13.55)
Lack of partogram use 2.10 (1.10, 4.10)
Maternal age�35 years (Ref: 20–35 years) 2.90 (1.50,
25.50)
Preterm birth 5.40 (3.50, 8.20)
Maternal illiteracy (Ref: Post primary) 1.60 (1.10, 2.20) Preterm birth with small for gestational age 9.00 (7.30,
15.50)
Premature delivery (<37 weeks) 5.20 (3.20, 8.50) Increasing maternal age 1.00 (1.00, 1.10)
Prolonged labour 2.80 (1.60, 4.60) Less than 5 years of maternal education (Ref: Six years of
education or more)
2.40 (1.70, 3.20)
Decreased fetal movement 25.50 (5.70,
113.20)
Increasing parity (Ref: Primi) 1.20 (1.00, 1.30)
Fetal distress 7.30 (1.30,
42.40)
Previous stillbirth 2.60 (1.60, 4.40)
Failure to progress in labour 2.40 (1.10, 5.50) No antenatal care attendance (Ref: At least one attendance) 4.20 (3.20, 5.40)
History of bleeding during pregnancy 22.40 (2.50,
197.50)
Maternal hypertensive disorder during pregnancy 2.10 (1.50, 3.10)
India Small for gestational age babies (Ref: Appropriate for
gestational age)
1.50 (1.20, 2.00)
<10 minutes time (after the onset of labor) to attend initiate
the management of delivery
3.60 (2.50, 5.10) Pakistan
Untreated hypertension during pregnancy 2.90 (1.50, 5.60) Grand multiparity 1.16 (1.05, 1.30)
Presence of any complication during labour, warranting
treatment
1.70 (1.20, 2.40) Obstructed labour 16.20 (5.50,
47.70)
older age of mother (increasing age) 1.10 (1.00, 1.20) Cord prolapse 7.30 (2.20,
24.20)
Vaginal delivery 8.10 (2.60,
26.00)
Hypertensive disorder 9.60 (4.00,
23.00)
Induced labour 2.60 (1.50, 4.50) Abruptio placenta 137.00 (52.7,
356.30)
Green or light brown liquor 2.00 (1.10, 3.80) Placentae previa 71.20 (21.9,
230.70)
(Continued)
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labor and maternal fever were not found to be significantly associated with stillbirth in Paki-
stan [22]. Grand multiparity mothers with�4 children were more likely to have stillbirth in
India [26], Nepal [32], and Pakistan [29]. However, a cross sectional study conducted in Ban-
gladesh[28] found that mothers with more than two children were less likely to have stillbirths
compared to mothers with one child. Obese women were at three times higher risk of still-
births than normal weight women in Bangladesh [24].
Several fetal complications such as fetal distress, decreased fetal movement, small for gesta-
tional age and under weight babies were investigated and found to be associated with stillbirth
in Nepal [32, 33], Pakistan [29], India [26], and Bangladesh [36]. Similarly, Previous history of
stillbirth was found to be a risk of stillbirth in Nepal [32] and India [17]. A study conducted in
Nepal also found that compared to singleton, multiple birth was more likely to stillborn [33].
Lack of antenatal care were found to be associated with the risk of stillbirth in two studies
conducted in Nepal [32, 33] and a study conducted in India [26]. Lakshmi et al, also found
that mothers giving birth at home, and those who used biomass energy for cooking at home




95% CI Pakistan OR/
RR
95% CI
Preterm delivery 6.40 (3.70,
11.00)
Preterm labour 15.60 (4.50,
54.20)
Smaller number of household member 1.20 (1.10, 1.30) Gestational diabetes 31.10 (8.20,
118.9.0)
Sickle cell disease 2.43 (1.31, 4.53) Ruptured uterus 49.80 (11.80,
211.00)
Preterm delivery 3.50 (2.10, 6.00) Fetal distress 13.10 (5.00,
34.50)
Previous history of stillbirth 4.00 (2.10, 7.80) Low gestational age of the baby 0.77 (0.70, 0.90)
History of intake of SSD 2.60 (1.50, 4.50) Weight of the baby 0.65 (0.40, 1.00)
Complication during labour 3.30 (2.10, 5.30) Foul smelling amniotic fluid 4.60 (2.10, 9.80)
Presence of high blood pressure during pregnancy 1.80 (1.04, 3.10) Hemoglobin level<8gm/dl 3.80 (1.60, 9.20)
Biomass fuels for cooking at home (Ref: LPG/electricity) 1.24 (1.08, 1.41) Cloudy or meconium stained fluid 12.10 (5.60,
25.80)
Illiterate mother 1.13 (1.04, 1.23) Excessive bleeding during delivery 5.50 (2.70,
11.20)
Illiterate father 1.14 (1.06, 1.23) Maternal anaemia 3.70 (0.86,
14.60)
Primigravida (Ref: 2 or 3) 3.49 (3.18, 3.82)
Multigravida (Ref: 2 or 3) 0.53 (0.48, 0.58)
History of previous abortion 37.84 (34.13,
41.98)
Unskilled antenatal care (Ref: Skilled antenatal care) 2.08 (1.43, 3.05)
Age at last pregnancy�35 years (Ref: 20–34 years) 1.45 (1.26, 1.65)
Bleeding complications 1.57 (1.44, 1.71)
Fetal complications 1.90 (1.73, 2.09)
Other complications 1.13 (1.03, 1.24)
Prematurity 1.56 (1.44, 1.69)
Home delivery 0.75 (0.68, 0.82)
Consanguineous marriage 2.47 (1.00, 6.10)
CI: Confidence Interval; OR: Odd Ratio; RR: Relative Risk; SSD: Sex Selection Drug; Ref: Reference.
https://doi.org/10.1371/journal.pone.0238938.t001
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[31] found that women who were exposed to polluting fuel were more likely to have stillbirth.
In addition, this Bangladeshi study also revealed that women having higher birth order (>2)
were significantly at higher risk of stillbirth.
A cross-sectional study conducted in India [26], three case control studies conducted in
Bangladesh [36], India [35], and Nepal [32]; and a cohort study conducted in Pakistan [19]
reported that women with advanced maternal age (� 35 years) were more susceptible to still-
birth. In addition, a study from Nepal also found that maternal age at first birth (� 25 years) to
be associated with increased stillbirth [27]. Contrary to a Nepalese study [27], a cross-sectional
study conducted in Bangladesh found that younger maternal age (<20 years) was significantly
associated with stillbirth. The impact of maternal education on stillbirth was examined by six
studies conducted in Nepal [27, 32, 33], India [26], and Bangladesh [28, 36] which found that
lower maternal education was significantly associated with the higher risk of stillbirth. Mothers
who did not read the newspaper [28], whose religion was Hindu, Muslim, Christian and others
[27], smaller number of household [35], husbands occupation as unskilled labor [36], and con-
sanguineous marriage [23] are several sociodemographic factors found to be associated with
stillbirth in Bangladesh, India, and Nepal [23, 27, 28, 35, 36]. Ghimire et al. found that mothers
who lived in mountains or hills were at higher risk of stillbirth compared to their Terai coun-
terparts [27]; and a study conducted in India found that more than 10 minutes time (after the
onset of labor) to initiate the management of delivery was also linked to higher risk of stillbirth
[18]. In low-middle income countries, due to weak health care management, it takes longer
time to attend delivery. The longer waiting time at the health care centre after the onset of
labor, especially for complicated delivery is a risk for stillbirth as in those countries women
would have already taken longer time to arrive to the health facility.
Discussion
This systematic review provides a recent evidence-base on stillbirth rate and factors associated
with stillbirth in countries of South Asia. The stillbirth rate in South Asia currently stands
quite high and the countries in the region are unlikely to achieve the Sustainable Development
Goal target of 12 stillbirths per 1000 birth by 2030. Our findings suggest that the most common
factors associated with stillbirth in countries of South Asia include preterm labour, maternal
hypertensive disorder, advanced maternal age, poor household wealth status, lower or no edu-
cational status, and lack of antenatal care. In these South Asian countries, policies around
improving maternal and child health outcomes do exist [37–40] but the main problem is poor
implementation of these policies and strategies, which partly due to inadequate health financ-
ing and weak health care systems in these countries.
Maternal health conditions were determining factors for stillbirth in South Asia. For exam-
ple, complications during pregnancy such as hypertension, pre-eclampsia, ante/ intra partum
haemorrhage, gestational diabetes, and anaemia were identified as major factors for stillbirth.
These findings coincide with studies conducted in China [41], Indonesia [42], and Ethiopia
[43]. Consistent with a study in our review [24], a cross-sectional study conducted in Nigeria
[44] also found an increased risk of stillbirth among mothers who were obese. Quality antena-
tal care helps to monitor and improve maternal and fetal health during the antenatal period;
and the higher risk of stillbirth among mothers who did not receive antenatal care has been
clearly established in studies from India [26] and Nepal [32, 33].
Several socio-demographic variables were found to be the determining factors for stillbirth
in South Asia. The association between lower socioeconomic status and higher stillbirth in this
review is in agreement with previous studies conducted in other developing countries [44, 45].
In addition, this review found a significant association between stillbirth and lower maternal
PLOS ONE Stillbirth in selected countries of South Asian: A systematic review
PLOS ONE | https://doi.org/10.1371/journal.pone.0238938 September 16, 2020 8 / 12
education in Nepal, India, and Bangladesh; consistent with the Demographic and Health Sur-
vey in the African Great Lakes region [46]. However, studies conducted in Pakistan have
found no significant association between stillbirth and maternal education [22, 29]. Advanced
maternal age is a known risk factor for stillbirth; and the association between advanced mater-
nal age and stillbirth has been clearly established in studies conducted in developed and devel-
oping countries [14, 46]. This review also found an advanced maternal age to be an important
risk factor for stillbirth in South Asia. It is important to note that maternal age has been
defined inconsistently across studies included in this review[26, 27, 32, 35, 36]; and contrary to
a Nepalese study [27], a similar study [31] that used data of Bangladesh Demographic and
Health Survey found a protective association between younger maternal age (20–29 years) and
stillbirth.
In this study, a lack of fetal movement and fetal complications were found to be associated
with stillbirth. Similar findings have been reported in a systematic review conducted in devel-
oping countries where congenital anomalies accounted for 2.1–33.3% of stillbirths, placental
causes (7.4–42%), asphyxia and birth trauma (3.1–25%), umbilical problems (2.9–33.3%), and
amniotic and uterine factors (6.5–10.7%) [15].
In this review, the choice of predictor variables used to examine factors associated with still-
birth across studies vary substantially. Notably, studies that used secondary data of Demo-
graphic and Health Survey from Nepal and Bangladesh [27, 28, 31] have primarily examined
distal factors associated with stillbirth; whereas the remaining studies in this review have exam-
ined proximal determinants including maternal health condition, fetal complication, maturity
and perinatal care. The reason for non-use of proximal determinants in studies that used
Demographic and Health Survey has been described by Christou et al [47].
The present review has strengths and limitations. This is a first comprehensive search for
evidence on factors associated with stillbirth in South Asia. The methodological approach used
in this systematic review also includes an extensive search of five electronic databases with vali-
dated search strategies. However, this review is limited by number of factors. First, the pre-
scribed methods of this systematic review do not allow for comprehensive coverage. For
example, relevant studies published in a language other than English might have been missed
out. A second limitation of this review is that due to heterogeneity among studies in terms of
definition used for variables examined, study design, sampling representativeness, and statisti-
cal measures applied, a formal meta-analysis was not conducted. Third, stillbirth can be viewed
as antepartum or intrapartum; and majority of the studies included in this review do not dis-
tinguish whether the death was antepartum or intrapartum. Therefore, the rate and factors
associated with stillbirth in this study should be used with caution while formulating interven-
tion that are specific to timing of stillbirth.
Conclusion and policy implications
This study confirmed that stillbirth in selected countries of South Asia remains high. Our find-
ings suggest that preterm labour, maternal hypertensive disorder, advanced maternal age, poor
household wealth status, lower or no educational status, and lack of antenatal care were associ-
ated with stillbirth these countries. In order to address the problem of stillbirth and achieve
maternal, neonatal and child health outcomes, there is a need for developing and implementa-
tion of effective interventions that minimize the modifiable risk factors of stillbirth, such as
improving health and nutritional status of pregnant women, antenatal care, healthy behaviour
during pregnancy, control overweight/ obesity and smoking cessation. The interventions need
greater focus on timely management of preterm labor, maternal hypertension, and provision
of financial support for quality antenatal and delivery care and should be targeted for women
PLOS ONE Stillbirth in selected countries of South Asian: A systematic review
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living in remote areas, who are less educated and those with low SES. Further, the quality of
maternal and child health care services should be improved with assurance of access to and
availability of trained health care providers, quality equipment and medication and emergency
neonatal care services at health facilities around the clock.
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